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Introduction 
Carcinosarcoma is a rare malignancy of the lung 
first cited by Herxheimer in 1912 (1). There are less 
than 100 documented cases (2,3). It is classified as a 
mixed malignant tumour and contains two compo- 
nents, carcinoma and sarcoma, comprising less than 
0.3% of all lung neoplasms (24). 
We have recently encountered a patient with 
rapidly progressive endobronchial carcinosarcoma, 
presenting as empyema which failed to respond to 
antibiotic therapy, intercostal drainage and subse- 
quently pleurectomy and partial pneumonectomy. A 
review of the literature with regard to the features of 
this case is discussed. 
Case Report 
A 67-year-old retired builder was admitted to 
hospital with a 6-week history of shortness of 
breath, fever, sweats and cough productive of puru- 
lent sputum. He had been a life-long smoker of 30 
cigarettes day - i and had no significant asbestos 
exposure. 
The patient was tachypnoeic and finger clubbed. 
His temperature was 38°C and there were clinical and 
radiological signs of a right pleural effusion. His 
haemoglobin was 9.4 g dl~ ‘, MCV of 84 fls and 
white blood cell count (WBC) of 16.5 x 10 l- ’ (94% 
granulocytes). Arterial blood gases demonstrated a 
PaOz of 7.5 kPa and PaCO, of 3.65 kPa. Sputum 
examination revealed no pathogens or malignant 
cells, and blood cultures were repeatedly negative. 
The patient was treated with intravenous (i.v.) 
antibiotics and intercostal tube drainage. Although 
2.5 1 of sterile pus were drained, the patient remained 
pyrexial with a rising WBC. One week into the 
admission he underwent bronchoscopy which dem- 
onstrated a white polypoid tumour arising from the 
medial basal segment of the right lower lobe. 
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Bronchial mucosal biopsies showed chronic 
inflammatory change and brushings were highly 
suggestive of small cell carcinoma. A second 
bronchoscopy was performed 5 days later in order to 
try and secure a tissue diagnosis, once again multiple 
mucosal biopsies of the tumour revealed inflamed 
bronchial mucosa only. A CT scan of the thorax 
confirmed the presence of a large right pleural 
effusion, but in addition there was a soft tissue 
mass containing calcification within the lower lobe 
(Plate 1). A bone scan performed because of pain 
over the shins revealed increased osteoblastic activity 
in the distal ends of both fermora, suggestive of 
hypertrophic pulmonary osteoarthropathy. 
At this point, the patient was referred for sur- 
gery where he underwent decortication and right 
lower lobectomy. Histology of the lung specimen 
showed a poorly-differentiated tumour with foci of 
both squamous carcinoma and spindle cell sarcoma. 
In addition there was associated osteoid for- 
mation and ‘osteoblast-like’ giant cells indicating 
osteosarcomatous differentiation. 
The patient made a good recovery and was dis- 
charged home but returned 2 months later with 
increased shortness of breath, fever and haemoptysis. 
A repeat CT scan of the thorax demonstrated the 
presence of a solid mass in the right apex representing 
a re-occurrence of the tumour. The patient received a 
single fraction of palliative radiotherapy to the right 
lung which improved his haemoptysis. Unfortunately 
following radiotherapy he developed a hospital 
acquired pneumonia and despite iv. antibiotics, he 
died 3 months following his initial presentation. 
Discussion 
Although carcinosarcoma most commonly occurs 
in the uterus, hypopharynx and oesophagus (2,3,5), 
there are rare reports in which the tumour has 
arisen from the lower respiratory tract. Patients are 
usually between 50 and 80 years of age, most being 
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Plate I CT scan of the thorax showing large right pleural 
effusion and soft tissue mass containing calcification within 
the right lower lobe. 
smokers at the time of presentation (2,3). The clinical 
picture is variable, about one third of patients are 
free from symptoms at the time of diagnosis (3,6). 
Bronchopulmonary carcinosarcoma may appear as 
an endobronchial lesion or a more invasive periph- 
eral tumour (7). Polypoid endobronchial lesions pro- 
duce symptoms of obstruction, whereas peripheral 
tumours more frequently give rise to chest wall pain 
due to pleural invasion (7,8), and metastasize fre- 
quently to the opposite lung, liver, adrenal, bone and 
brain (3,9). 
Histologically carcinosarcoma consists of both epi- 
thelial and mesenchymal malignant structures. The 
carcinomatous area is mostly epidermoid, while 
adenomatoid and undifferentiated types are less 
common (2). The mesenchymal element consists 
mostly of indeterminate spindle cells with cytological 
features of osteosarcoma (2), fibrosarcoma (6), 
chondrosarcoma (10) and leiomyosarcoma (11). 
Pre-operatively the diagnosis can be difficult to 
make as the carcinoma is often necrotic and typically 
as in this case, the yield of endoscopic biopsy is 
low. In a series of 17 cases reported by Davis et al. (3) 
in only four out of 10 who underwent bron- 
choscopy was the malignant nature of the lesion 
established. 
Carcinosarcoma presenting as an empyema has, to 
our knowledge, never previously been described and 
illustrates the importance of early bronchoscopy to 
exclude a malignancy in those patients who fail to 
improve following antibiotics and intercostal drain- 
age. Hypertrophic pulmonary osteoarthropathy 
(HPOA) as a presentation of carcinosarcoma has 
previously been described (12). Following resection 
of this patient’s tumour his lower limb pain improved 
considerably. 
The pathogenesis of this tumour is controversial. 
On the basis of immunohistochemical techniques the 
following theories have been proposed: simultaneous 
malignant change in both pre-existing epithelial and 
connective tissue components (13); sarcomatous 
transformation of primary epithelial tumours (14), or 
both elements derived from a single stem cell which 
has multi-potentiality (15). 
Median survival figures from one series of patients 
following a potentially-curable operation was 12 
months (3). Approximately one third of carcinosar- 
comas are central and there are reports that these are 
associated with a more favourable prognosis than 
peripheral lesions (2,5,7,16). However, in the case 
reported here the patient died within 3 months of his 
initial presentation with evidence of intrapulmonary 
metastases. 
Approximately 90% of carcinosarcomas are amen- 
able to surgery (3). Chemotherapy has been used on 
few occasions and in two of four patients given 
doxorubicin, one had a partial regression lasting 3 
months, and the other patient obtained a complete 
remission lasting more than 14 months (3). 
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